SUMMARY In England and Wales there has been an increasing excess of ischaemic heart disease death rates among men and women of social classes IV and V compared with those in classes I and II and this excess is greater in young than in old adults. The male excess over women in IHD death rates is much greater in social classes I and II than in classes IV and V. Although men in professional occupations are at low risk for IHD compared with men in other ocupations, women married to professional men are at an even lower risk compared with other women. Also, women married to men in unskilled occupations have relatively higher IHD rates than their husbands. These patterns are not seen for "all causes," cerebrovascular disease, chronic bronchitis, or stomach cancer, where the social class mortality gradients are similar in men and women. There may thus be factors associated with professional occupations that increase the risk of IHD despite the relatively low death rates of men engaged in them. In addition there may be factors operating in women in social classes IV and V that put them at a particularly high risk for the development of IHD.
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Ischaemic heart disease (IHD) has often been considered as a disease of the "upper" social classes, although now there is a considerable amount of evidence suggesting the reverse.' The reason for the association between IHD and social class may be a risk directly from some occupational exposure, from some lifestyle associated with particular occupations, or from a more general lifestyle associated with the broader social class grouping. Since the social class of married women is assigned on the basis of their husbands' occupations, and since husbands and wives may share some of the lifestyle characteristics that go to make up social class, an examination of the relative differences between men and women of the same social class may be used to identify hazards associated with the particular occupation of the husband.'
We have explored the male:female ratio for IHD in social classes, socioeconomic groups, and occupation orders in an attempt to identify particular occupations that may be important in aetiology of IHD. 198 Method We used the Occupational Mortality Decennial Supplements for England and Wales from 1930-2 (1931), 1950-2 (1951), 1960-2 (1961), and 1970-2 (1971) to examine the male:female ratios for the disease categories that probably correspond most closely to ischaemic heart disease (IHD) (ICD 93,94 in 1931; ICD 420-422,440-447, in 1951 and 1961; ICD 410-414, 400-404, 420-429 (table 2) self employed professionals appear to be at the greatest risk compared with their spouses, whereas agricultural workers are at a particularly low risk compared with their wives. Again, where the male excess is large the SMR for IHD in men alone is often low, although employers in industry, junior non-manual workers, and members of the armed forces have high rates of IHD both compared with their wives and with men in other occupations. Conversely, the female SMRs are higher than the male of the same socioeconomic The pattern for IHD differs from that for the other diseases studied where in no socioeconomic group is there a large male excess, apart from in self employed professionals where the male:female ratio for cerebrovascular disease and all causes mortality is 1*28 and 1-43 respectively. Table 3 shows that among the occupation orders, men in XXI, XXIV, XXV, and XXVI (clerical workers, administrators and managers, professional workers, and members of the armed forces) have the greatest excess relative to their wives. Of these groups, the SMR for men alone is also high in the clerical workers and the members of the armed forces. Again, several occupation orders show a high SMR in women and a low male:female ratio.
Discussion
The excess of IHD seen in social classes IV/V is greater in younger than older adults in both men and o 5 a-Social class and ischaemic heart disease to examine age specific rates rather than relying purely on the SMR which, in a disease that increases in frequency with age, is heavily weighted towards the experience of the older age groups. To make sure that an age effect did not influence our within occupation group analysis of male:female differences (as women will tend to be older than men within each class or occupation category) we examined the patterns with age specific rates as well as using SMR's: essentially the same picture was seen although numbers in some groups were small.
The social gradient for IHD is much stronger for women than it is for men. Despite a lower rate of IHD in men of social classes I and II compared with men of classes IV and V, these men are at relatively high risk for IHD compared with their wives and, conversely, women in classes IV and V are at a relatively high risk compared with their husbands. For the other disease categories examined, although strong social gradients exist, they are similar in men and women and the relative differences between husbands and wives are not seen.
The data suggest that there may be a particular hazard for the development of IHD associated with the occupations going to make up social classes I and II. If just general class associated lifestyles were to provide a risk we would expect husbands and wives to share in this risk. That wives of men in social classes I and II are not at as high a risk as their husbands suggests that it is what happens at work that produces a risk. Alternatively, a high rate of IHD in women of social classes IV/V could be responsible for the pattern of male/female differences. The social gradient for IHD in women is much more steep than it is for men (as may be seen when either social classes, socioeconomic groups, or occupation orders are examined), and high rates in classes IV/V would have the effect of increasing the overall female IHD mortality with an apparent low rate in classes I/IT.
There may be particular risks for women married to men in unskilled jobs-perhaps related to lifestyle. The observation of high risk to women of classes IV/V does not help to identify reasons for men to have higher absolute rates of IHD than women.
Examination of the socioeconomic groups and occupation orders has done little to help in the further identification of groups at risk, and has mainly confirmed that the occupations going to make up social classes I and II have an increased risk of IHD relative to their wives despite a low rate relative to other men, whereas women married to men in unskilled occupations have high rates relative to their husbands. A more detailed examination of individual occupations might be profitable but would suffer from problems of small numbers.
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Of course, women may also work, and they may have their own occupational hazards, as discussed by Fox and Adelstein.' Women married to men of social class I are less likely to have a class I occupation themselves,3 and are thus "promoted" up the social scale by being classified by their husband's occupation rather than their own. This strengthens the idea that the described male excess may be due to a hazard associated with class I type occupation.
Where men have higher disease rates relative to other men, this is easy to discover when occupation-specific disease rates are examined-for example, members of the armed forces have high SMR for IHD, and a detailed study has indicated that soldiers are at a particular risk. The social class patterns for IHD are thus complex and different from those of other diseases. The relations between social class and factors associated with work, age, and sex should be examined further. In view of the increasing excess over time of IHD in people of social classes IV and V the 1981 occupational mortality data are awaited with some trepidation.
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